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become   affected.   There   is   general   acute  inflammation   of  the
synovial membrane, with effusion into the joint cavity, and the fluid
in excess has a more or less turbid appearance owing to the presence
of leucocytes and sometimes shreds of fibrin are present.   As a rule
no organisms can be found on microscopic examination of the fluid, and
it is usually sterile on culture.   The most important inflammatory
changes are in the synovial membrane and occur partly in the form
of focal inflammations as elsewhere, and partly as a general affection
of the soft tissues accompanied by much inflammatory oedema.    In
the majority of cases the inflammation subsides completely, and there
is a return to normal, but sometimes, especially when the substance
of the capsule is involved, it passes into a  subacute  and chronic
condition, and there may be permanent thickening of the capsule and
the tissues around.   Along with the affection of the joints, inflam-
matory foci, known as ' subcutaneous nodules/ may occur under the
skin, and also in the inter-muscular connective tissue, periosteum,
etc.   They are met with especially in children and are usually of
evanescent character, though some may remain as fibrous nodules
(vide p. 930).   Inflammatory changes may take place in other parts
of the body.   Pancarditis is a common accompaniment (p. 348}, and
there are inflammations of serous membranes, especially of the peri-
cardium, also of the pleura.   In all these positions inflammatory foci
and formation of Aschoff bodies as described in connection with the
myocardium (p. 349) may be present.   Acute rheumatism may be
attended by symptoms of cerebral irritation, known as * cerebral
rheumatism,' and this may be followed by- hyperpyrexia.   It is
occasionally followed by chorea, especially in children, though this
may occur independently.   Chorea results from an affection of the
brain and there are found infiltrations of round cells around the minute
vessels along with a certain amount of endothelial proliferation.    Such
small lesions are present chiefly in the cortex and in the corpus striatum.
As has been described previously (p. 348) the onset of acute
rheumatism is usually preceded by tonsillitis, sore throat or some other
infection by Streptococcus pyogenes about three weeks previously, but
there is no evidence that these or other micro-organisms are present in
the affected joints in rheumatic arthritis and the relationship is an
indirect one.   Older observations on the recovery from the joints of a
" specific micro-organism, the Micrococcus rheumaticus, have not been
generally confirmed and are not now accepted as proof of an etiological
relationship.   It is now generally believed that lesions of rheumatic
fever are attributable to allergic supersensitiveness of the tissues to
some product of the streptococcus but while there is a clear epidemio-
logical association there is much that is still obscure in the relationship.
The etiology of acute rheumatism has been more folly considered on
p, 348.    Hench and his co-workers have shown that the adrenal
cortical hormone cortisone brings about a rapid resolution of the local
and systemic manifestations of rheumatic fever, as it does in certain